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Who Is Being Served Least
By Family Planning
Providers?
T his study conducted by Steve Clements and Nyovani Madise (Opportunities andChoices) mainly aimed at identifying the poorest and most vulnerable groups who arecurrently under-served by reproductive health providers in three sub-Saharan African
countries: Ghana, Tanzania and Zimbabwe. The study was based on secondary analysis of
Demographic and Health Surveys (DHS) data. Generally, the sub-Saharan region has a
comparatively lower uptake of modern contraceptive methods and is characterised by rapid
rates of population growth, particularly in poorer urban areas.
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The study employed “modern contraceptive use” as the measure for contraceptive demand,
guided by a preliminary exploratory analysis which suggested that modern contraceptive use is
the measure most strongly associated with poorer socio-economic groups.
DHS data for each country were analysed to identify those who were using modern
contraceptive methods the least in each setting. However, it is clearly of interest to examine
how these country-specific findings speak to each other and to the evidence found in other
studies. Some critical themes emerge in the findings.
Data on the use of a modern contraceptive method were modelled using logistic survey
regression techniques in the statistical package STATA.These regression techniques accounted
for the design of the study.
Only women ‘at risk’ of conceiving in each survey, and therefore potential contraceptive users,
were included in the analysis.This ‘at risk’ population was defined by excluding, from all women
interviewed, those women who were currently pregnant or had no previous sexual intercourse.
HIV/AIDS IN
RURAL INDIA
AFRICA - WHO IS
SERVED THE LEAST
A number of socio-economic factors emerged, in the
performed regression models, as predictors of low
modern contraceptive use.Among them, a household
amenity score was an important predictor in all three
countries. The poorest with fewer amenities are less
likely to be using a modern method.This may reflect
higher opportunity costs of childbearing for wealthier
women; and, higher product, consultation and
transportation costs in obtaining contraception, for
poorer women.This factor may also relate to where
women live.Women in urban areas are likely to have
more household amenities, than those in rural areas.
In addition, the partner’s educational level and
occupation are also significant socio-economic
predictors of modern contraceptive use.Women with
uneducated partners are least likely to use modern
contraceptive methods. In some countries, women
with primary educated partners are also less likely to
use a modern contraceptive method.This underscores
the importance of partner-education in facilitating
women’s uptake of modern contraception and
challenge traditional childbearing norms.
As for occupation, it is women with unemployed
partners (a small number) that are least likely to use
modern contraception. In Ghana and Tanzania,women
with partners who are self-employed in agriculture
were also less likely to use modern methods. Overall,
there was notable variation between the countries in
the way occupation engendered low modern
contraceptive use. This may be due to relative
differences in socio-economic development and the
importance of certain occupations in each country.
Religion also emerged as a significant factor in
identifying those being served the least in all three
countries. Specifically, women from traditional religions
typically report the lowest use of modern
contraception.This finding is consistent with evidence
that within many traditional religions there are likely to
be high fertility norms and constraints on women’s
autonomy.
However, some socio-economic indicators
demonstrated little utility in identifying those being
served the least. In particular, there was little evidence
of consistent association between a woman’s
educational level or occupation and modern
contraceptive use. The former was only significant in
Tanzania and the latter only in Zimbabwe.Contrary to
other evidence, there is also no consistent relationship
between a woman’s age and modern contraceptive
use.There is the exception, however, of typical lower
modern contraceptive use by older women reaching
the end of their reproductive life. Moreover, formerly
married women are low users in all three countries.
This perhaps is because they are less likely to have a
current sexual partner. And, women in polygamous
unions are likely to use contraception less than those
in monogamous unions. However, contrary to
previous literature, unmarried women tend to have a
relatively high use of modern methods.
Initial exploratory analysis seemingly corroborates
general consensus that teenagers and never-married
women tend to use modern methods less. However,
once other factors, including desire for children, were
accounted for this was generally not the case.
Though age and marital status are still key
determinants of modern contraceptive use, the least-
served sub-groups within them tended to vary by
country. Overall, it is typically those women who may
be less sexually active (formerly married, 40+) and
thus have fewer requirements for contraception that
are served the least. In general, this implies that ‘age’
and ‘marital status’ may not be entirely reliable for
identifying vulnerable sub-groups of low contraceptive
users.
The results based on socio-economic factors suggest
that identification of the poorest women with low
modern contraceptive use may be best accomplished
by assessing their household amenities or partner’s
socio-economic status, rather than their own.
This highlights the limited independence of women, as
their actions appear to depend upon their partner’s
and/or collective household socio-economic status.
Otherwise, vulnerable sub-groups seem to be more
country-specific.
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HIV/AIDS in Rural India:
context and health care needs
In India, the National AIDS Control Organisation
(NACO) data reveal that, in recent years, the
HIV/AIDS epidemic has been spreading to low risk
populations, which include married
women/housewives. Other local studies suggest a
similar emerging infection pattern. It is reported, for
instance, that 14% of married women who attend
STD clinics in Pune are HIV positive. In south India, 81
per cent of the HIV positive women in an HIV/AIDS
care centre are housewives, and that married women
who test positive contract the disease from their
husbands. Evidence so far suggests that commercial
sex workers and long distance truck drivers are the
source of HIV transmission to those populations who
otherwise may be considered at low risk of HIV
infection.
There is a second dimension to this shift in the HIV
infection pattern in India. It is estimated that nearly
one-third, about 1.2 million,of the HIV infected people
live in rural areas. Few studies have been reported on
the impact of the HIV epidemic in rural India. As the
epidemic spreads to the rural population there is an
imperative to understand various aspects of the
epidemic in order to help design interventions for
prevention and support programmes for those
already infected with HIV. The present study aimed to
fill the above gap in research on HIV in India.
This paper, prepared by Saseendran Pallikadavath and
William Stones (Opportunities and Choices), and
Laila Garda (KEH Hospital Research Centre, Pune)
reflects on the results of a study  conducted in rural
Pune. The study investigated the circumstances of HIV
transmission to rural women and men; how these
cohorts understood their HIV status and their
knowledge about various aspects of HIV, including
transmission;what treatment they opted for; how they
were treated socially in the family and neighbourhood,
what their health, social, and economic needs are.This
information was to then inform a multi-dimensional
HIV/AIDS control programme appropriate for the
local context.
The study was conducted in four villages of rural Pune
district in Maharashtra State of India, during October
to December 2001.The four villages were outreach
sites of the Rural Health Programme of the King
Edward Memorial (KEM) Hospital in Pune.The study
employed focus group discussions and in-depth
interviews, conducted by community health workers
based at the study villages and who are extension staff
of the KEM hospital. Focus group discussions were
held with 12 participants each session, and the HIV-
status of an individual was not a selection factor.
However, only HIV positive men and women were
invited to participate in in-depth interviews.
HIV/AIDS Knowledge 
Respondents exhibited a mix of appropriate
knowledge and misconceptions about HIV/AIDS.
First, participants indicated that they had heard about
HIV and AIDS and knew that it is a disease. However,
the differences between HIV and AIDS and the
technicalities of the disease were often unclear. For
some, AIDS was a disease and HIV was a virus, for
others both were the same, and a few others did not
know how the two are different, although they
believed that HIV and AIDS were different.
The participants had correct knowledge about major
modes of HIV transmission, and yet this knowledge
was clouded by misconceptions. For instance, there
was belief that HIV may be transmitted through
sharing clothes, sitting close to a HIV-positive individual,
through food and water touched by a sero-positive
person.
HIV Transmission
Evidence suggests that the central HIV transmission
system involves commercial sex workers located in
Pune city and the village men who, in their various
socio-economic activities, sexually interact with the sex
workers. The HIV infection route then proceeded
from these men to their wives in the homes. And
because of the patriarchal gender relations in marital
homes, illiteracy among women, and their economic
dependency on husbands, women tend to be
vulnerable.The majority of HIV infected males in the
study were long distance truck drivers, migrant
workers, or small-scale businessmen who frequented
the city for their trade-wares.
Social Impact of HIV/AIDS: social stigma 
The social stigma and isolation suffered by sero-
positive individuals and AIDS patients is evidently the
most significant social impact that HIV/AIDS has on
these communities, and with it the consequent
disruption of families.The stigma appears instigated by
two main factors. First, the commonly held association
of HIV/AIDS with immoral behaviour; and second, fear
of being infected through contact with victims, largely
rooted in misconceptions.
Participants reported that since AIDS symptoms are
‘well known’ in the communities, a widow or widower
will often be discriminated against on the simple basis
that he/she recently lost a partner to AIDS, even
though their sero-status is not yet formally established
or that symptoms have not started showing. AIDS
patients are socially and physically isolated from
relatives, including their own children, and the
community in general.A separate room is given to the
patient, with minimum contact restricted to occasional
provision of basic needs, including medicine. Those
who die of HIV/AIDS are cremated without traditional
rites, as a way of speedily disposing of the body for fear
of infection.
Thus, in general, voluntary revelation of one’s HIV
status to family members and the community is
expediently uncommon behaviour.
Economic Impact of HIV/AIDS:Women 
Evidence from the study indicates that men, in the
affected households, get infected and die earlier, leaving
their wives behind. During the man’s illness, family
resources get used up, leaving very little behind by the
time they die. Because women are typically
economically dependent on their husbands, they are
left behind economically vulnerable apart from the
social stigma and discrimination they suffer. The
communities in which these women married socially
isolate them and are reluctant to provide support.As
a result, widows often have to leave and join their
parents,who take care of them for the rest of their life.
An Intervention Framework
The paper concludes by proposing a broad
intervention framework specific to the local context of
rural Pune.The framework addresses knowledge and
service intervention requirements, targeting truck
drivers, women, youth, and the general population,
while acknowledging the different categories within
the groups.
Details of the paper may be obtained from Dr. Saseendran Pallikadavath,
Opportunities and Choices, Department of Social Statistics, University of
Southampton
Factors associated with
variations in low fertility
among the scheduled castes
and the non-scheduled castes
in Kerala, India
In general, India has registered higher fertility among
scheduled castes compared to non-scheduled castes.
‘Scheduled castes’ is a formal government classification
of communities, within India, that have traditionally
been associated with underprivileged living.Whereas,
the ‘non-scheduled castes’ tend to lead a privileged life,
typically urbanite, and literate.Thus, the natural forces
that govern the fertility behaviour of these socio-
economic classes may be said not to be any different
from common experience elsewhere outside India:
that, the poor tend to record higher total fertility that
the well-to-do.
Yet, the state of Kerala in India has in the recent
decades been recording quite contrary experience
from the rest of the country. For instance, the 1992-93
National Family Health Surveys showed scheduled
caste total fertility rate of 1.37,compared to that of the
general population at 2.00. The 1998-99 National
Family Health Survey similarly recorded total fertility
rates of 1.56 and 1.96, respectively. Furthermore, the
differences in fertility between the scheduled and non-
scheduled castes were very low.
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Hence, this study set out to identify the factors behind
low fertility rates for scheduled and non-scheduled
castes in Kerala, and establish the differences in fertility
levels between the two population groups. The study
group was women considered to be ‘at risk’ of
conceiving; excluding those women currently
unmarried, pregnant, and wanting to have children.
The study involved analysis of data from the 1998-99
National Family Health Survey of Kerala, the
International Institute for Population Sciences, and
ORC Macro.Three types of analyses were performed
on the data. First, bivariate analyses were performed to
identify differences between the scheduled and non-
scheduled castes, in terms of socio-economic
background and demographic characteristics. Second,
Bongaart’s Indices were estimated to determine the
factors behind fertility behaviours of the two
population groups. Bongaart’s fertility variables model
assumes that the principal intermediate variables that
inhibit fertility are delayed marriage, the use of
contraception, the use of induced abortion, and
postpartum infecundability induced by breastfeeding.
Finally, regression analysis was carried out to establish
the determinants of modern contraceptive use among
the scheduled and non-scheduled castes.
This paper by Saseendran Pallikadavath and Steve
Clements (Opportunities and Choices) presents the
results of the study.
Two key indices of use of modern contraception and
delayed marriage emerged as determinant of fertility
levels among the two caste classes. The index of
delayed marriage was similar in both scheduled and
non-scheduled castes. Generally, both population
groups exhibited a higher age at marriage,which is one
of the reasons for the overall low fertility in Kerala.
However, the index of contraceptive use behaved
somewhat differently in the two population groups,
and a number of factors were found to be responsible
for that difference in fertility behaviour.
Age
It was found that the odds of using contraception
were higher among women aged 25 years of age or
higher compared to women who were less than 25
years of age in the two population groups. Although
this was statistically significant only among the non-
scheduled castes, the pattern was similar in both
population groups.
Number of Living Children
‘Number of living children’ was found to be the key
determinant of modern contraceptive use in both
scheduled and non-scheduled castes. In both
population groups the odds of using contraception
was many fold higher if a couple had two or more
children compared to when the couple had one or no
children (the base category). The difference is that
scheduled castes tend to prefer a higher threshold
number of children than non-scheduled castes, before
modern contraception is actively sought.
Land Ownership
In both population groups the odds of using
contraception declined by a quarter from the base
category (one or no children) if the household
possessed agriculture land. This was statistically
significant only among the non-scheduled castes.
Because poor people in Kerala do not have agriculture
land, the findings show that the poor are using more
contraception than their rich counterparts. This
behaviour may be alluded to the economic instinct of
having only as many children as may be affordable
within available and projected family resources.
Standard of Living
In general, odds ratios for modern contraceptive use
were inversely related to the household standard of
living in the two population groups.This was significant
only for the non-scheduled castes indicating very
strong variations in contraceptive use among women
belonging to different groups of household standard of
living. Among the scheduled castes the differences
were not linear, although the high standard of living
cohort had lower contraceptive use from the rest of
the cohorts.However, it is reasonable to conclude that
high standard of living was associated with low levels
of contraceptive use in the scheduled castes and non-
scheduled castes.
Occupation
It was found that women engaged in labouring related
profession were more likely to use contraception
compared to women working in other sectors in the
scheduled castes and the non-scheduled castes.
Live-In/Live-Out Husbands
Whether or not husbands live with their wives
influences contraceptive use in both population
groups.The odds of using contraception were lower
by about three quarters if husbands stayed away from
their wives. This was significant in both population
groups. However, the proportion of women living
away from their husbands was lower among
scheduled castes compared to non-scheduled castes.
This was largely due to the phenomenon of male
migration to oil rich Gulf-countries and other Indian
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states, which, at the time, was prevalent among the
non-scheduled castes.This suggests that the impact of
this factor would have been higher in the non-
scheduled castes than the scheduled castes in
determining fertility.
Education
Educational levels of women and contraceptive use
showed unique results. Although not statistically
significant, among the scheduled castes the odds ratios
showed consistent decrease in modern contraceptive
use with increase in education.This tendency among
scheduled castes goes against much of the research
evidence on the relationship between contraceptive
use and education. On the contrary, among the non-
scheduled castes, the odds ratios showed consistent
increase with increase in education. The impact of
education on the scheduled castes and non-scheduled
castes will have different outcomes in terms of
contraceptive use status.
Area of Residence
Like the factor of ‘education’, ‘area of residence’ has a
negative impact on contraceptive use in the scheduled
castes, and a positive impact on contraceptive use in
the non-scheduled castes. Among the non-scheduled
castes, the odds of using contraception declined if they
were living in a rural area compared to an urban area.
Yet, for the scheduled castes living in rural areas the
chances of contraceptive use was double compared
to those living in urban areas. Since a higher
proportion of the scheduled castes are less educated
and reside in rural areas, the impact of these two
factors is to increase the chances of contraceptive use
among the scheduled castes.
In conclusion, the study reveals that the difference in
fertility between the scheduled castes and non-
scheduled castes is due to the differences in
contraceptive use between them. And the
performance of the above intervening factors is such
that modern contraceptive use among scheduled
castes is higher, hence lower total fertility rate, than the
general population average.
Gender and risk of HIV in
Ghana and Uganda
HIV/AIDS is an extremely important topic of study
in Africa given recent figures that show nearly 25
million of the population of sub-Saharan Africa are
living with HIV/AIDS. However, the majority of
women and men in sub-Saharan Africa report they
have little or no chance of being infected with HIV.
For example, in Uganda, 65% of women and 84%
of men reported they had little or no chance of
being infected with HIV, and in Ghana, 76% of
women and 80% of men reported that they had
little or no chance of being infected.
Perception of risk is important to study in the era
of AIDS because it is a precursor to behaviour
change, although not an indicator of, which
determines future infection / prevention.
This paper has been prepared by Zoe Sheppard.
It’s  main aim is to identify the factors associated
with low or high perception of HIV infection. Of
particular interest are differences in the perception
of risk of HIV infection between men and women.
What the paper found:
There are strong gender differentials in the
perception of risk in Uganda. More women
perceived risk to be high, or at least reported
feeling more at risk. Men were 60% less likely to
perceive themselves at risk of HIV compared to
females.
This was due in part to women feeling at risk
mainly because of their partner’s behaviour over
which they had no control as opposed to men
who felt at risk because of their own behaviour,
that is, lack of condom use and multiple partners.
The women who perceived themselves to be at
risk tended to be: 30-34 years of age, from urban
areas, of at least secondary education, of Catholic
faith, and of middle socio-economic status. In
addition, they were married or cohabiting, had sex
at an early age, and had used a condom at some
time.
In contrast, men who perceived themselves to be
at risk of HIV infection were aged 20-24 years of
age, from the eastern district, lived in a DISH
project region and were single.
In areas where the women had a high fertility rate
coupled with a low contraceptive prevalence rate
and low education status, then perception of risk
was low. This may indicate a less developed area
with low provision of educational materials and so
awareness of HIV/AIDS, which can lead to a low
perception of risk.
Married women had the highest odds of high HIV
risk and the never married had the least. In
contrast, the reverse was true for men. Married
women feel at risk of infection if they suspect their
spouse to be having extramarital relationships.
Also, the reasons given behind the risk perceptions
show that men’s risk perception was attributed to
their own behaviour, whereas women’s risk
perception lies in their partner’s behaviour. It
appears that women may be in a subordinate
position both before and after marriage and may
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feel vulnerable because they are unable to
influence their partner’s sexual risk-taking
behaviour, which is putting them at risk also. In
addition, they may not be able to suggest the use
of condoms as it broaches issues of infidelity within
the relationship.
Those who had first sex prior to age 15 years,
reported higher risk perceptions, possibly because
they have had greater exposure to risk. In the
UDHS (1996), almost a third of respondents
interviewed experienced their first sexual
intercourse by age 15.
Ghana
There were fewer significant associations in Ghana.
However the combined Ghanaian model showed that
men were 23% less likely to report themselves at risk
illustrating that sex does play a role.
Implications for policy
The strong gender differentials found in Uganda
suggest that there is a definitive need to empower
women and achieve equal status by utilising gender
sensitive interventions, targeting both men and
women, and investigate the power relationships that
exist.
There is a need to involve men in intervention
strategies as their behaviour is putting their partner’s at
risk.
There is also a need to focus resources and
intervention strategies towards women to increase
their ability to negotiate in sexual matters. This
especially has to be targeted towards women with no
education and young, single women living in rural areas
to increase their perception of risk and behavioural
change, which may determine the future of the
epidemic.
Rural areas need to be targeted with outreach
services and education and increased access and
availability of condoms.
Increased education is needed nationally to pass on
correct information about transmission of HIV and
how to reduce a person’s risk of contracting the virus.
User Perceptions of the IUD in
Rural Areas of Nepal
Internationally, family planning programmes are
experiencing challenges in sustaining their services. As
a response, providers are seeking out ways of
influencing the contraceptive method mix to make
programmes more sustainable.The IUD provides low
cost reversible contraception and there is an
increasing interest among providers in this method.
If providers working to best international standards are
to achieve greater uptake of the IUD, detailed
understanding of country contexts is required. In
Nepal, attitudes relating to reproduction have
undergone major changes over the past twenty years,
but attitudes tend to change more rapidly than
behaviour.The view that a small family size is ideal is
widespread, but a substantial number of unplanned
births occur. Awareness of modern family planning is
high, but the contraceptive prevalence rate remains
low (37.7%). There are many perceived and actual
costs associated with practising contraception within
communities relating to health, psychological, social
and cultural dimensions. Couples desiring modern
contraception have a limited choice of method.
In Nepal, the contraceptive prevalence rate has
gradually increased over the past two decades, which
is very encouraging, but at the same time the method
mix means that Depo-Provera makes up a large
proportion of the mix.The government of Nepal feel
that with expanding contraceptive use and diminishing
resources, family planning services will not be able to
remain sustainable if Depo continues to increase its
proportion of the method mix.The IUD though is a
safe, reliable and cost-effective method and increasing
its use is desired to enable programmes to remain
sustainable.
Part of a larger ongoing study which is being carried
out by Sally Kidsley looks at increasing the uptake of
the IUD through the use of IEC in Nepal. A qualitative
study was carried out in order to gain an insight into
women’s knowledge about family planning and
specifically about their perceptions of the IUD. It aimed
to identify specific barriers to and opportunities for
interventions to reintroduce intrauterine
contraception.
9 focus group discussions were held in three adjacent
districts in Nepal and from analysis of the qualitative
data several themes were identified as possible
barriers to the uptake of family planning methods but
especially the IUD.
Although awareness of contraceptive methods was
high, the factual knowledge was low in all districts. It
appeared as though women accepted methods
without questioning and had no sound knowledge of
how the methods worked. In association with this,
there was found to be a wide variety of
misconceptions and myths especially targeted towards
the IUD which dissuaded many women from
considering it as a practical option.
The IUD suffered due to its limited availability and
accessibility. It is only available in larger villages and
towns whereas other short-term reversible methods
were much more readily available from village medical
shops.This was a huge disincentive to using the IUD,
not only would they have to pay to travel to and from
the clinic as well as covering the cost of having the IUD
inserted, but they would also lose a day’s wages which
was unacceptable.
The influence of the husband over his wife’s choice of
contraceptive or even whether she could or could not
use a contraceptive was fairly obvious from the data.
Although they had very little interest in family planning,
they still had the final say in what their wife chose.
Many women reported using contraceptives secretly
and therefore being afraid of either being kicked out of
the home or beaten if their husband’s found out.Many
of the women felt restrained in their acceptance of
contraception because of their husband.
One of the final barriers to the uptake of the IUD
appeared to be the level of embarrassment that the
women felt when faced with the idea of a male
provider inserting the IUD.This theme was constant,
many women stated that if a woman provided the
service the embarrassment factor would not be a
limitation to the acceptance of the IUD.
These themes have been used to create an IEC
campaign to increase awareness of the IUD in the
three districts of Nepal. Women are at present
participating in the study by having the IUD inserted
and being followed up for 12 months.
Unplanned Childbearing in
Kenya: the Socio-demographic
Correlates and the extent of
Repeatability among Women
Unplanned pregnancies account for a substantial
proportion of all births in Kenya. Although Kenya’s
CPR of 33% in 1993 (which increased to 39% in
1998), is higher than the rates for most countries in
sub-Saharan Africa, the level of unplanned births is also
relatively higher. Despite the increased use of effective
contraception, the proportion of births that are
unwanted or mistimed may rise in the early stages of
fertility transition presumably because contraceptive
behaviour and fertility are lagging behind the more
rapid change in fertility preference.
This study carried out by Monica Mogadi, was in
response to a gap in existing literature and employed
multi-level modelling to investigate factors associated
with unplanned pregnancies in Kenya.
The objective was to identify the important socio-
demographic correlates of mistimed and unwanted
childbearing in Kenya in order to allow interventions
to be drawn up.
The principal findings from the analysis were:
• The regions associated with the lowest
probabilities of mistimed births are the same
regions where the lowest contraceptive
prevalence in the country was recorded. The
region with the highest contraceptive prevalence
also has the highest level of unwanted births and
the lowest preferred fertility.
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• Rural residence was associated with a higher
probability of a mistimed birth than urban
residence. It seems the need to adequately space
births is well appreciated in the highly traditional
societies predominant in the rural areas, but the
use of modern contraceptives remains low.
• It is estimated that more than 80% of births to
single women are unplanned.About 68% and 14%
of births to single women are mistimed and
unwanted, respectively. These figures may actually
reflect the status of single women and their inability
to access services to prevent an undesired birth.
• The probability of a mistimed birth decreases with
maternal age whereas the probability of an
unwanted birth increases with age.This reflects the
ideals of younger women, especially teenagers, to
delay childbearing whilst the older women,35years
or over, wish to limit births.
• The probability of an unwanted birth is particularly
high for births of order five or above while
preceding birth interval less than two years is
associated with a very high probability of a
mistimed birth.
• Ever use of modern family planning methods was
associated with higher probabilities of mistimed or
unwanted births.
• Low fertility preference was consistently associated
with increased probability of mistimed and
unwanted births,while unmet need for spacing and
limiting births were associated with considerably
high probabilities of mistimed and unwanted births,
respectively.
• Women who have experienced an unplanned
birth, especially an unwanted birth, are highly likely
to have a further unplanned birth.These women
are significantly more likely than others to have
another unplanned birth.
The policy implications of these findings are:
• Many Kenyan women are probably well aware of
the negative consequences of too many or too
closely spaced births, but for one reason or
another, are still unable to prevent such births.
• There are a significant proportion of women in
Kenya who desire to have smaller families but are
unable to actualise this desire.The basis of this may
be education, accessibility and availability of
contraceptive methods or other family orientated
problems.
• The higher probability of unplanned births among
women who have ever used modern family
planning methods suggests problems with
contraceptive use effectiveness. Discontinuation of
methods or failure of methods to provide effective
protection may be due to inadequate or ineffective
counselling of women and couples prior to
acceptance of a new contraceptive method.
Providers of maternal health care services should
provide family planning advice and/or services to their
clients, especially those with an unwanted pregnancy,
to ensure effective contraceptive use in the future so
as to avoid repeated occurrence of unplanned births.
A number of members of the Opportunities and
choices attended the PAA conference in Atlanta,
Georgia on the 9th to 11th May 2002.
Posters presented were:
• “Identifying the family planning needs of the poorest
and vulnerable sub-groups: who is being served least
by providers?”. Steve Clements and Nyovani Madise
• “Understanding why Nepalese couples do not use
long-term reversible contraception”. Sally Kidsley
• “Changes in low fertility of scheduled castes in Kerala:
A compositional analysis”. Saseendran Pallikadavath
and Steve Clements.
Visits Made
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Papers presented were:
• “Delivery of sex education to adolescents in Lesotho”.
A joint presentation by Monique Hennink, along
with Akim Mturi of the University of Natal,Durban.
• “Maternal Health care in South India: Do adolescents
seek more care than older women?” A joint
presentation by Zoe Matthews along with the
Beluka Trust.
• “Initiation of sexual activity and subsequent sexual
behaviour among female adolescents in Nairobi urban
slums”. Presented by Monica Magadi.
Monique Hennink attended the International
Conference on Social Sciences, in Honolulu,Hawaii on
11th to 15th June 2002.A joint paper was presented
with Rob Stephenson on “Effective communication of
health research to policymakers”.
Monique Hennink visited the Centre for Population
Studies, University of North Carolina during June and
July, to work with Rob Stephenson on collaborative
research papers.
Jane Diamond and Sally Kidsley visited Yemen to
participate and give feedback on the monthly
Confidential Enquiry of maternal deaths at the Al-
Sabeen Hospital in Sana.
“Who Are We Serving”
The Opportunities and Choices team at
Southampton conducted a study on behalf of Marie
Stopes International to find out whom MSI are serving
in the developing world. Eight countries were involved
and members of the Opportunities and Choices Team
visited these countries to set up and conduct the
research required.The team members involved were:
Sarah Barnett: Bangladesh.
Richard Mutemwa: Tanzania and Malawi.
Felix Leonardo Seijas: Mexico
Jane Diamond: Yemen
Sally Kidsley: Nepal
Maureen Kuyo: Kenya
Monique Hennink: Pakistan.
Sally Kidsley visited the Population Council in Nairobi,
Kenya from the 17th June until the 12th July 2002.
The purpose of the visit was to establish links between
the Frontiers Programme in Kenya and the
Opportunities and Choices Programme in the UK.
The visit allowed Sally the opportunity to understand
Operations Research and how it is implemented in
practice. During the same visit Sally visited other
organisations such as Family Health International,DFID
Kenya, PATH, AMKENI, MSI and the District Health
Officer in Kisumu giving an overall picture of the
research projects being carried out in Kenya and other
Eastern African countries
The hope is that this initial visit will allow areas to be
explored where the two programmes can
collaborate. Such areas of possible collaboration might
include:
1. Reciprocal exchanges between members of both
programmes
2. Joint workshops encompassing the specialities of
each programme.
3. Long-term fellowships.
This visit will be followed up in November when the
Directors from the three Frontiers Programmes will
come to the University of Southampton to discuss
further collaboration.
Nyovani Madise and Monique Hennink will present a
short course on Quantitative and Qualitative Analysis
in Lilongwe, Malawi on the 5-16th August 2002.
Monique Hennink will give a presentation at the
University of Natal, and visit the Africa Centre,
Mtubatuba, South Africa in August 2002.
Banyana Madi will be visiting Arusha,Tanzania from the
19th to 27th September 2002.Here she will present the
design of her study on “The effects of exclusive
breastfeeding and bottle feeding on health outcomes
of mothers who are HIV positive in Botswana” at the
World alliance for Breastfeeding Action colloquium
and forum.
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Sally Kidsley will visit Nepal in September to carry out
qualitative research surrounding the issues of
continuation and discontinuation of the IUD.
Workshops attended.
Banyana Madi attended the cochrane reviewers’
workshop on “developing a protocol for review” and
“Introduction to analysis” on the 8th to 9th July 2002,
in London
Sally Kidsley attended a short course on “Analysis of
Health Data using SPSS” on the 6th and 7th August
2002 at the University of Southampton.
Publications Accepted.
Pallikadavath S., Stones R,W. (2002). “HIV / AIDS and
Women’s Reproductive Health Security in India”.Book
chapter in Health Security in India,UNDP and Institute
for Human Development.
Pallikadavath S. (2002). “Fertility regulation among the
Tribes and Non-Tribes in Rural India”. Journal of
Health Management.
Pallikadavath S., Stones R, W. (2002). “ Women’s
Reproductive Health Security in the Wake of the
HIV/AIDS Epidemic in India”. Economic and Political
Weekly.
Professor Graeme Hugo from Adelaide University,
Australia visited on 22nd July to give a presentation on
“Social application of Geographic Information
Systems”
Temple Jagha, from the Association of Reproductive
and Family Health, Ibadan and Adebola Adedimeji,
from the University of Ibadan visited for two weeks in
July 2002 to work with Opportunities and Choices.
They gave a presentation on “Knowledge of STI’s, HIV
/ AIDS, Risk Perceptions and Condom Use among
Adolescent Slum Inhabitants in Ibadan, Nigeria”.
Professor Rama Rao from the International Institute
for Population Sciences, Mumbai, India presented
“Issues Relating to Child Sex Ratio for India and It’s
Major States” on 15th July 2002.
Geraldine Barrett from the Department of Public
Health and Policy in London presented  “Unplanned
pregnancy: can it be defined and measured?” on 7th
May 2002.
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The Opportunities and Choices Newsletter is an informal
quar terly publication of research activities. For more
information about the Opportunities and Choices research
programme, or to be included on our mailing list, please email:
Mrs Rosemary Lawrence (rl@socsci.soton.ac.uk) or write to:
Opportunities and Choices Programme
Department of Social Statistics
University of Southampton
Highfield  SO17 1BJ  United Kingdom
Tel: 44-(0)23 8059 5763
Fax: 44-(0)23 8059 3846
http://www.socstats.soton.ac.uk/choices/
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